Sixty-one percent (6480 of 10,564) of the subjects in three census tracts were screened simply
and efficiently in supermarkets. The prevalence of hypertension in the subjects over 25 years of age was 24%. Fifty percent (457 of 953) found to be hypertensive on initial screening failed to keep their first verification appointment. The number was reduced to 279 (29%) by personal contact or home visits by one of the cardiovascular group. Subsequent experience demonstrated that dropouts could be reduced to under 5% by scheduling the verification visit 24-48 hours after initial screening. At the second verification visit there were originally 108 "no-shows" which could be reduced to 36 by personal contact. Because of a fall in diastolic blood pressure below 90 mm Hg during the two verification visits, 296 patients were excluded from the study. Of the 953 initially hypertensive subjects, 284 (30%) were available for study. These patients were randomized into three groups, a stepped-up care group (group A) and two usual medical care groups (groups B and C). Of the original 98 patients, 84% are currently being followed in group A, whereas only 33% in group B and 17% in group C are under medical care. The diastolic blood pressure has returned to normal in 70% in group A, in 10% in group B, and in 17% in group C.
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Diastolic blood pressure Screening UBLISHED DATA from the Veterans Administration" 2 demonstrated that reduction in morbidity and mortality can be attained by treating men with fixed diastolic blood pressure over 105 mm Hg. Similar trends occurred for those with fixed diastolic blood pressure between 90 and 104 mm Hg. However, it is not known whether antihypertensive therapy applied to those with elevated blood pressure in the general populations can significantly reduce morbidity and mortality. In early 1971 the National Heart and Lung Institute initiated a cooperative hypertension detection and follow-up program to determine the effectiveness of hypertension control and the degree of resultant morbidity and mortality reduction among those with elevated blood pressure in general populations. The protocol called for a geographically definable population, randomization of the population into "stepped-up" care versus "usual medical" care, and a 5-year follow-up. The cardiovascular group was anxious to participate first, because several innercity census tracts were immediately available for study. Secondly, it gave us the opportunity to compare in a prospective fashion the value of personalized medical care versus usual medical care in attaining patient compliance and blood pressure control. Even though the study has been in progress for only 8 months the striking differences in patient compliance and blood pressure control in the two groups seem worthy of reporting.
Materials and Methods Screening
Screening was carried out in three census tracts immediately adjacent to the District of Columbia General Hospital, where approximately 12,500 blacks live. Despite support of the community and church leaders, more than adequate advertising by the news media, and the fact that our interviewers had proper identification, initial attempts at house-to-house canvassing were ineffective, time consuming, and indeed dangerous. House-to-house canvassing, therefore, came to an abrupt halt. We changed our activities to screening in churches and in supermarkets. Although a large number of subjects was quickly screened in the Circulation, Volume XLVII, January 1973 churches, less than 25% of them lived in the census tracts.
"Setting-up shop" in the supermarkets was most successful, particularly at the beginning of the month when welfare and social security checks were being cashed. The civic leaders encouraged the subjects to come over to our blood pressure tables. Five hundred subjects were screened during one summer weekend, 210 of whom were found to be hypertensive.
The arterial pressure was recorded with the subject in the sitting position with the arm resting on a table and the forearm slightly flexed. The instructions for recording the arterial pressure were those used by the American Heart Association.4 Allied health personnel were trained in the technics of blood pressure recording by the principal investigator who found the "Jane Wilcox Film" most instructive. Trainees were not acceptable for study until accuracy of their blood pressure determinations fell within 2 mm Hg. Every abnormal blood pressure was rechecked by a physician and every fifth normal was rechecked.
Verification
The investigator informed those with a blood pressure reading of 140/90 mm Hg or greater to visit the program hypertension clinic on a specified date for further evaluation unless they were already under treatment. Subjects were not accepted for the program unless their blood pressure remained above 140/90 mm Hg on two clinic visits. On the first verification visit two recordings of arterial pressure were made with the subject in the sitting position, one at the beginning of the visit after a 5-min wait and another at the end of the visit. At the second visit, in addition to recording the blood pressure with the subject in the sitting position, it was also recorded with the subject in the recumbent position after i2 hour of bed rest. Any diastolic blood pressure below 90 mm Hg exluded the patient from the program. If the diastolic pressure remained 90 mm Hg or greater, a complete history, physical examination, electrocardiogram, chest X-ray, and standard laboratory procedures were performed.
Randomization
The patients were then randomly assigned to three modes of follow-up. Group A (the stepped-up care group) was followed by our cardiovascular team. Two "usual" care groups were referred for routine care to the general medical clinic. In one of these groups (group B) the patients were reminded of their clinic appointment the day before, whereas patients in group C were simply referred to the general medical clinic. Group A Patients in group A were scheduled for weekly visits during the first month and then at monthly visits during the subsequent 6-month period. Those patients with more severe types of hypertension or with complications which did not require hospitalization were followed at daily intervals in the clinic if necessary until the arterial pressure had been adequately controlled and a therapeutic regimen established. Standard laboratory procedures were repeated at intervals of 3 months (more frequently if necessary), whereas the electrocar-Csiculation, Vot#me XLVII, January 1973 diogram, chest X-ray, urinalysis, and urine culture were repeated at the end of 6 months. Any complications or interim illnesses which developed were treated by our cardiovascular group.
All these patients were started on chlorthalidone, 50 mg/day. In patients with moderately severe or severe hypertension, methyldopa or hydralazine was also administered. Methyldopa was started with an initial dose of 250 mg four times a day; the dose was gradually increased as needed to a dose of 3 g/day. Hydralazine was initiated in a dose of 25 mg four times a day and increased as needed to a maximum dose of 200 mg/day. If neither of these combinations was effective in controlling the arterial pressure, guanethidine was added in a dose varying between 10 and 100 mg/day.
Groups B and C
Patients in groups B and C (the usual care groups followed in the medical clinics) were followed at monthly intervals or as frequently as the physician saw fit. They received standard antihypertensive therapy which usually consisted of a thiazide diuretic, hydralazine, and/or guanethidine. Standard laboratory procedures were performed according to routine clinical practice.
Results
Of the 10,564 subjects in the three census tracts, 6480 (61%) were screened simply and efficiently in the supermarkets. Of these 6480 subjects, 953 (14%) were found to have a blood pressure over 140/90 mm Hg. This low prevalence was due to the 3% prevalence in the 15-24-year age group which made up 44% of our sample. The prevalence of hypertension in subjects over 25 years of age was 24%. Twenty-two percent of the hypertensives did not have any knowledge of an elevated blood pressure.
Each of the 953 hypertensive subjects was given a clinic appointment for verification. Initially there were 457 (50%) "no-shows." This number was reduced to 279 (29%) by personal contact or a home visit by one of our group. This high incidence of noshows was largely due to a delay in scheduling the first appointment, e.g. scheduling an appointment in 1-2 weeks instead of 1-2 days. Subsequent experience demonstrated that when verification visits were scheduled 24-48 hours after initial screening the incidence of no-shows fell to under 5%. The most common reason for a true no-show was "already going to a doctor."
The diastolic blood pressure fell below 90 mm Hg in 143 subjects thus excluding them from the study. Therefore, 531 appointments were made for second verification visits.
At the second clinic visit there were initially 108 no-shows which could be reduced to 36 by home visits or personal contact. Two hundred eleven subjects were dropped from the program because of a fall in diastolic pressure below 90 mm Hg; in 20 subjects the sitting diastolic pressure fell below 90 mm Hg whereas in 191 subjects the diastolic pressure fell below 90 mm Hg only after i2 hour of bed rest. Of the 953 subjects initially found to be hypertensive there were 284 (30%) available for study. These 284 patients then underwent a complete history and physical examination.
Most patients have now been followed an average of 8 months. Each of the 98 patients in group A came to clinic at least once. Only 34 of the 81 patients in group B and 53 of the 105 patients in group C appeared at the medical clinic at all. Sixteen patients in group A dropped out whereas there were 20 dropouts in group B and 24 in group C. Of the original 98 patients, 82 (84%) are currently being followed in the group A stepped-up care group, whereas only 33% in group B and 26% in group C are under medical care. The reasons for dropouts in group A were: "just wouldn't come back"-nine patients; going to a private doctorfour; and unable to locate-three.
The diastolic blood pressure had returned to normal in 70% of the patients in group A, whereas this goal was accomplished in less than 10% in the other groups. A poor therapeutic response, e.g. either no reduction or a rise in diastolic pressure was noted in 9% of the patients in group A, in 40% of the patients in group B, and 39% in group C.
Discussion
Although screening in supermarkets does not identify the entire community (necessary for an epidemiologic study) it must be emphasized that 61% of the subjects in the three census tracts were screened simply and efficiently. Any method which reduces the number of home visits seems important. In May and November of 1972 we are planning to extend our screening activities to the voting polls where large numbers of residents will be gathered.
The observation that 83% of group A patients (compared to 33% in group B and 17% in group C) have remained in our program attests to the fact that a private-practice setting which encourages a good doctor/paramedical-patient relationship and supplies medications greatly enhances patient compliance even in inner-city subjects. As simple a measure as reminding the patient of his appointment increased compliance twofold (group B versus group C).
Many of the subjects in group A have identified with paramedical personnel even more closely than with the physician. Capitalizing on this observation, we have placed much emphasis on utilizing paramedical personnel to the fullest; for example under the physician's direction they are responsible for taking and recording the detailed history, recording blood pressure, heart rate, taking the electrocardiogram, and dispensing medication. Once a rigid prescriptive management plan has been instituted by the physician the patient can be followed by a well-trained paramedical person thereby conserving valuable physician's time. In our experience one physician and two well-trained paramedical personnel can efficiently handle a patient load of 30 patients a day.
These data also demonstrate a direct relationship between patient compliance and the ability to control the blood pressure. Thus after 8 months of follow-up the diastolic blood pressure had been brought to normal in 58% (57 of 98) patients in group A and in only 10% of the patients in group B and 17% in group C. Indeed the average blood pressure after 6 months of follow-up in the 83 current patients in group A is 140/90 mm Hg.
Hypertension is easy to diagnose and simple to treat. With the recent therapeutic advances, effective treatment is frequently as simple as a pill a day [80% (46 of the 57) of the patients in group A whose blood pressure was brought to normal received only one pill per day]. If progress is to be made, if life is to be prolonged, and heart attacks and strokes prevented, patients must remain under medical care. If these goals are to be attained it would seem from the data presented that personalized medical care must become a routine rather than an exception.
